There is a variant of this injury called "the rotation hinge" (Fig. 4) , in which half the pelvis is rotated backwards. One of the ways in which this may occur is when a rider is rolled on by his horse. The treatment of both these injuries is to reduce the dislocation by manipulation under anxsthesia. Once reduced, the ring is relatively stable, and the reduction may be held by a binder or a wide webbing belt. No rigid fixation is required since it is unlikely that the pelvis will again be subjected to hinge force. Thereafter, treatment follows closely that already described. The patient can usually start to walk on the sound leg and a pair of crutches by the end of the third week, and should have discarded his crutches at the end of six weeks. It is unusual for this type of disruption to be complicated by injury to the bladder or the urethra, but it is of interest to note that in 2 cases in this series there was hxmaturia. In both cases it occurred on the day after the injury, the original urinary specimens being clear, and was presumably due to primary damage to the kidney.
THE VERTICAL FRACTURE
The force travels from below upwards, and is caused either by a fall from a height, or a blow from behind, such as might be sustained from the wing of a motor-car or the buffer of a locomotive. On the X-ray ( Fig. 5 ), there is a fracture of the ischial and pubic rami on one side, and either an upward dislocation of the sacro-iliac joint, or a vertical fracture through the ilium or sacrum immediately adjacent to it. Half the pelvis is displaced upwards.
In treatment, the upward displacement can usually be reduced by skeletal traction applied to the leg, . which should be maintained for six weeks. At the end of this time, the patient may be allowed to get up, but because this disruption is unstable to weight-bearing, crutches should be used for a further six weeks. Again, injury to bladder and urethra is uncommon with this fracture, but there is a complication which seems to be peculiar to it. This is sciatic nerve palsy. Lam (1936) both recovered spontaneoulsy.
SUMMARY
Fractures of the pelvic ring are subdivided into the stable and unstable. The stable fracture is easy to treat and is uncomplicated. Of the disruptions, a compression injury is stable to weightbearing, but is commonly complicated by injury to the bladder and the urethra. The hinge fracture, once reduced, is stable, and complications are unusual. The vertical fracture is wholly unstable to weight-bearing, which must be prevented for twelve weeks. This injury is liable to complication by peripheral nerve damage. TENDO-VAGINITIS STENOSANS was described first by De Quervain in 1895. The most usual sites of its occurrence are two; the first at the styloid process of the radius where the tendons of the abductor pollicis longus and extensor pollicis brevis with their sheaths are affected, and the second is the typical "trigger finger" found in both adults and infants. It can also occur elsewhere, as the following case histories will show. Case 1.-Miss M. A., now aged 60. She suffered an inversion injury of her left ankle in June 1949, and since August of that year noticed a "cracking" sensation on the inner side of the foot just below the medial malleolus. This was only present on active movements and expecially on plantar flexion of the big toe. In August 1950 the flexor hallucis longus tendon was explored and, at the operation, the narrowing of the tendon where it passed under flexor retinaculum was easy to see (Fig. 1) . Her symptoms were entirely relieved by the operation.
In October 1950 she noticed a similar "cracking" sensation on the inner side of the other, i.e. the right, ankle, and again on active movements of the big toe. At operation (November 1950) the constriction was again easily seen (Fig. 2) . Her symptoms were completely relived by operation. In September 1954 she was operated on for typical "trigger fingers" of the middle fingers of both hands with complete relief .   FIG. 1.  FIG. 2. Case II.-Miss G. N., aged 17. Ballet student.
Since the age of 6 she has been ballet dancing, but seriously only in the past year. Four months ago, for no reason, her left ankle began to hurt. She then went on holiday for nine weeks, at which time she had no symptoms as she was not dancing, but on her return the pain came back after only one hour's practice. This was especially noticed on landing with the foot everted, and she also noticed a "clicking" on plantar-flexion of the ankle. No physical signs could be obtained on passive movements but, when she actively inverted and plantar-flexed the foot, a definite click could be felt just below the medial malleolus. This was not apparent on movement of the big toe only.
At present, no operation has been done, but I feel certain that, when it is, the tendon of the tibialis posterior will be found to be constricted, and its sheath probably thickened.
The literature reveals only one other case affecting the flexor hallucis longus tendon, although there have been quite a number of cases written about the tibialis posterior tendon.
Case 11I.-Mrs. G. S., aged 43. Housewife. She was first seen in August 1954 with a history of seven months' pain in her left wrist on flexing her middle and ring fingers. After this was accomplished with difficulty, the fingers would straighten with a painful snap felt in front of the wrist. She could not remember why it started.
It was causing her enough disability to warrant an operation, and about September 1954, the carpal tunnel was explored. When the flexor retinaculum was incised, the flexor tendons bulged through and the synovial sheaths were very thickened (Fig. 3) .
The synovial sheaths were excised and she has remained quite symptom-free since the operation with a full, active, painless range of movement. This man complained of intermittent pain in the right wrist for three and a half years, so severe that he had to give up his work and became a cable-joiner's mate.
There was an almost complete absence of physical signs and it was even suggested that his trouble was functional but fortunately he was seen in one of his more severe attacks, and there was definite tenderness on active movement of fingers and a suggestion of swelling in front of the wrist. A similar operation to the last one was performed, again with complete relief. SUMMARY Four cases illustrating some of the unusual types of tendo-vaginitis stenosans are described. They show the value of the history and of the patients' own active movements as aids to diagnosis and they point out the danger of labelling as functional that which cannot be at once diagnosed.
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